• Come gather 'round people wherever you roam And admitthat the waters around you have grown And accept it that soon you'll bedrenched to thebone If your timeto you is worth saoin' Then you better startsunmmin'or you'll sink likea stone For thetimestheyare a changin' Bob Dylan
SIGNS OF THE TIMES
Thirty years have passed since a young touslehaired poet wrote these prophetic words. Never have they been more relevant than they are today when interpreted as speaking to those concerned with the future of palliative care in Canada. In the two decades since the modem hospice movement took root in Canada, it has given birth to programs that are as varied as the communities they serve. Whether hospital or community-based, urban or rural, staffed by professionals or volunteers, led by physicians, nurses, social workers, or volunteers, they share a common commitment to wholeperson care of the dying and their families.
It has been an exciting 20 years of progress. Hospice as a tool for improving the care of the terminally ill has been vindicated in the lives of thousands.
Regrettably, however, the future may be less than bright. The signs of the times are all around us. They are there for us to read, and some observers feel that they point to a limited life expectancy for the Canadian experiment in palliative care.
Canada's 27 million citizens are served by the most successful, albeit one of the most expensive, universal health care systems in the world. It is more than a government program; it is a fundamental and definingcharacteristic of Canadians. It is a critical part of our vaunted social safety net (1) . It has served as a model for health care reformers in other countries.
But all is not well. Recession, a growing national debt, crippling federal and provincial budget deficits, and spiraling health care costs have us on a collision course with reality, leading informed analysts to predict that this country can no longer promise to provide comprehensive medical services to all Canadians (2).Faced with the prospect of ever-shrinking federal transfer payments, provincial governments have opted for deep cuts in their health care budgets.
While many would observe that the budgetcutting process has long since passed the phase of trimming excess fat from the system and is now severing tendon and bone, the current political drive to balance budgets suggests that we have only seen the beginning. As we brace for further reductions, the authors have experienced our vulnerability first-hand.
There are a multiplicity of points of vulnerability in the long-range viability of palliative care in . Canada. In addition to present and impending budget constraints, there is an absence of available trained candidates for leadership positions in palliativecare programs; an absence of accepted standards of care; a lack of effective avenues of funding for palliative care research within existing agencies; and the lack of a clear unifying vision regarding the need for palliative medicine to be designated a certified discipline.
Health and Welfare Canada and the Canadian CancerSocietycreated the ExpertPanelon Palliative Care as part of the Cancer 2CXX) Task Force,a comprehensive review of oncology services in our country. In January 1991over 100specific recommendations were tableddealingwithall aspectsof palliativecare. Five major recommendations are central to the Task Force's vision for providing palliative care excellence and cost-effectiveness (3).They are:
• To develop at least 16 regional palliative care centres in Canada to act as teaching, research, and consultation units for an entire health region and to act as a base for specialized palliative home care; • To develop a compulsory and tested palliative care curriculum in all schools for health care professionals; • Todevelop palliative care as a certified specialty in both nursing and medicine; • To develop divisions of palliative oncology in every regional cancer centre; • The National Cancer Institute of Canada to end its neglect of this field and take a proactive stand toward palliative care research.
Presently, more "than three years since the tabling of the Cancer 2000 report, there has been little, if any, progress toward the realization of the above recommendations. This inertia exists in spite of the findings of a set of four Canadian Cancer Society studies which have identified palliative care patients as being among the most needy in Canada (4).
These four needs assessment studies revealed a troubling consistency in the relatively low level of use of pain management medications among those currently reporting pain -even among those currently reporting extreme pain. Moreover, people with advanced cancer and in the palliativecarestage of their illness reported the highest level of need in specific areas -particularly in practical help and emotional!spiritual support. Similarprevalencerates were reported for people in Prince Edward Island, Manitoba, and Quebec concerning "advanced cancer" (190;0-24%) and "palliative disease" (4%--6%) (4) . The researchers noted that, because of their sampling method, their report probably underestimates the unmet needs of both those who die of cancer soon after diagnosis and those in the advanced and palliative stages of the disease (4).
The significance of these findings is underscored by current cancer statistics. In 1993 there were over 116,000new cases of cancer and close to 60,000 deaths due to the disease in Canada. The chance ofcontracting any form of cancer rose by an average of 0.8%for men and 0.5%for women each year during the period 1981 to 1993 (5) . In some regions of Canada, cancer incidence is likely to increase by almost 50% in the decade between 1990 and 2000. Over 50% of cancer patients are expected to die of their disease. Cancer registries in Canada have not made projections for cancer mortality, but a rise of 3% to 4% per year is a reasonable expectation. This would result in 70,ODO to 75,000 deaths per year by the year 2000 (6) . In addition, while they have received less study, the unmet needs of dying AIDS patients are striking.
In short, we suggest that we are at a criticalpoint in Canadian health care. The evidence suggests:
• An increasing burden of unnecessary suffering in terminal illness; • Massivefederal and provincial deficitsthat anticipate further health care cuts in which "low priority" palliativecareprograms are likelytobe closed; • The absence of an accepted, secure funding mechanism for palliative care physicians in most provinces; • Few funded full-time palliative medicine positions in Canada and even fewer qualified candidates to fill those positions; • The danger of opting for the status quo as we watch time running out on current patterns of Canadian health care delivery.
RESPONDINGTOTHESIGNSOFTHETIMES
Despite such troubling times, we believe there is a precedent that can guide us toward a proactive course out of the current impasse; a path that will place palliative care on firmer ground and ensure its continued development in Canada. The Canadian Society of Palliative Care Physicians can give us a clear, strong, articulate, medical, national voice in health care planning. It can be a vehicle for the advancement of resource planning, teaching, and research in palliative care. It can be a catalyst for advancing the quality of lifeof the dying and their families in Canada.
There will be those who oppose the creation of yet another medical discipline in Canadian health care. Their reasons will be threefold-a perceived threat to the concept of the multidisciplinary team, a concern that palliative care will become the realm only of the specialist, and what appears to be a further fragmentation of the health care system. The debate before us will require dispassionate, thoughtful dialogue that transcends partisan interests. We must remain focused on whether we wish the needs of the dying in Canada to be taken as seriously as they now are in the UK.
Does the concern of the Canadian Society of Palliative Care Physicians with the role of the physician in some way negate the concept of the multidisciplinary team or detract from the patient and family as the focus of care? No. It implies instead a recognition of the need for medical competence and availability as an essential ingredient of strong teams; it suggests that we are striving to ensure our patients' continuing access to optimum care. Consistent with this stance is support for the development of palliative care as a distinct discipline within nursing and other health care fields.
Does it imply a vision of terminal care that excludes non-specialists? No, quite the contrary. It recognizes that the vast majority of Canadians will die while being cared for by primary caregivers and it aims to put in place a new reality that will support, train, stimulate, encourage, and complement those front-line physicians and nurses.
But what about the national crisis regarding the fragmentation of health care, i.e. the proliferation ofspecialties and the disappearance of generalists? Does this not continue that trend? These troubling realities in Canadian health care exist and will continue to exist whether or not palliative medicine is designated a specialty. If this goal is not achieved, low credibility and economic constraints will spell an early end to palliative care as a serious experiment in Canadian health care, leaving a grossly inadequate status quo to cope with the increasing population of dying persons. If, on the other hand, the College of Family Physicians and the Royal College work together with the Canadian Society of Palliative Care Physicians to establish certification in palliative medicine, the suffering of the terminally ill and their families can be significantly and cost-effectively diminished, the role of the family physician strengthened, and the future development of palliative care ensured.
A few short years ago the authors had no real interest in palliative medicine becoming a specialty.
It seemed a "make-work project". But that was before October 1987 and it was before the maturing of the crises, in the economy and in the health care system of Canada, described above. We now see the creation of palliative medicine as a certified discipline not as a make-work project but as a project to sustain our work and to ensure our continuing ability to seek excellence in the care of those who are dying.
We urgently need the Canadian Society of Palliative Care Physicians (a) to negotiate with the College of Family Physicians, the Royal College of Physicians and Surgeons, and provincial authorities to obtain a specialty designation for palliative medicine; (b) to ensure improved undergraduate and graduate palliative care medical education in our medical schools; (c) to fight for support for palliative care research from our national and provincialfunding agencies; (d) to speak on behalf of the dying in the arenas of decision making on matters of medical care.
What would happen if we should fail? Failure to achieve these goals would ensure that the Canadian palliative care experiment will sink like a stone beneath the waters ofchange that are upon us.
Come gather 'round people wherever you roam
And admit that thewaters around you have grown And accept it thatsoon you'll bedrenched to the bone Ifyourtimeto you is worth sauin' Then you better startsunmmin'or you'llsink likea stone For thetimes theyare a changin' Bob Dylan
